
3 .  Service Plan development 

&vel- of the service plan is the translation of 
assessment infoxmation into specific goals and objectives, and 
specific services, providers and timeframes to rea& each 
objective. the service plan is developed by the case -, i n  
coordination with the client, representative and other providers 

the service plan w i l l  reflect goals and services to be 
provided to the client and family members If services actually 
provided differ, a note explaining the difference should be made. 
me costs and sources of payrent for all services shouldbe 
documented as required by Department of Social-ices regulations 
505.16. the client 's  response to the final plan, consent to  case 
management and/or declination of any part of the plan by the client 
should be documented on forms approved by the department of health 
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4. .service Plan 

rn implementation of the service plan, or service acquisition
the case manager assiststheclientandfamilyorcorresidentsas 
needed, in contacting the support persons and other service 
providers to negotiate the delivery of planned semi-. the 
service plan may be modified to accomodate the client, family
memebers coresidents support persons, and service providers Any
changes from the original plan should be noted in the record 

activities m y  be accomplished by thecase- ora 
memberofthecasemanagementteam 

Thecasemanager, case management technician or community
follow-up worker w i l l  (in accordance with the client's 
abilities): 

a. 	 contactproviders including supportpersons, by-,
in writ- or in person 

b. 	 assist the client and family memebers or coresidants in 
making applications for services and entitlements, 
including basic needs such as transportation a d care,
baby-sitting, etc. 

c. 	 confirm service' delivery dates with providers and 
supPo­

d. 	 schedule multiple visits by family memebers on the 6 
day to accomodate the needs of the family ami children 

e. 	 doantent services that aren't available or cannot be 
accessed 



official 


A formal reassessmentundertheprogram for clientswho 
are receiving intensive case is due within 90 days
of admissionandevery90ndaysthereafterorwhenachangein 
the client's status occurs which significantly effects the 
service plan. significant changes in status include: 

a. 	 death, illness or hospitalization of a family memer or 
care giver(s), or a condition or circumstance which 
inpairs the client's ability to provide for the family's
physical and/or emotional needs, 

b. change in the client's clinicdl or functioningstatus, 
c. loss of domicile, entitlement or service. 
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Service plan update 

updating the service plan mans modification t o  or 
revision of the service plan based on reassessment. update of 
the service planmay also occur as a result of changes in 
clients' needs, or informationfrommonitoring contacts men 
changes are not significant as to require a formal 
reassessment update of the service plan includes all 
activities of service plan dewdopent, described above in 
subsection c, relative to new or changed needs and services. 
T h e  service plan shouldbeupdatedat everyreassessment or 
whena change in client status occurs which significantly
affects the service plan. service plan may be updated by
thecasemanagerwithassistancefromthemembersofthe case 
managment team 

Service Plan update implementation 

implementation of the updated service plan includes the ' 
same activities as described for service plan implementation 
noted in subsection ami may be the responsibility of the 
technician or cumunity follow-up worker under the supervision
of a case manager. 

-
Monitoring 


monitoring is contact between the case manager or support 
staff and the client orrepresentative support persans and 
service providers w i l l  also be contacted i f  necessary The 
purpose of these contacts is to assure that services are being
delivered according to the service plan. contactsmay include 
encounters in the agemy, home hospitalor Outpatient 
department contactsbyphone or in person. Any problemd 
noted during monitoring contacts will be followed up
immediatelywith the client, support person or provider as
needed, to  address the problem. 

i 
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the purpose of crisis senrice is toprovideassessment 
and intensive short term treatment of acute medical, social, 
physical or emtiondl distress Crisis should be 
made available to d l  camunity Followup Program clients on 
an emergency24hourbasisthroughsubcontractwitha24hour 
crisisagency orviadirectprovisionbythecasemanager by 
a crisis hotline, use of mobilecrisis teams orthrough
referral to the Cumunity followup program Director or 
supervisor. crisis services may be needed for a variety of 
reasons the crisis may relate to an emergency medical need, 
drug . u s e  or drug rn-, domesticviol- or.child abuse, 
etc. Irrespective of the nature of the crisis, it is the 
responsibility of the case manager or provider to 
assist theclient, family, coresident or laver in  obtaining 
the appropriate response to the situation, keeping in mind the 
need tomaintain the clientsdignityand rights to privacy
and confidentiality In addition the crisis intervention 
should be desi- to  decrease inappropriate utilization of 

m bytargetingtheresponsemoreappropriately 
to the identified crisis. 
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10. exit planning/case discontinuation 


Exit planning
procedures are initiated when the client: 

a. expires
b. 	 losesMedicaid or programmaticeligibility, though

Medicaid eligibility is not required for eligibilityin 
the CFP, or 

c. declines the casemanagement services ofCFP, or 
d. 	 desires to be referred to a differentCFP provider agency 

ortoanexistingcasemanagement program such as the 
long Tens home health care program, aidshomecare 
program, or 

e. 	 will be institutionalized for greater than 30 days
if medicaid is the paw for such hospitalizationand 
dischargetocommunitybasedcareisnotanticipated For 
private pay and third party individuals casemanagement
servicesmaycontinue beyond the 30 day limit while 
hospitalized,or 

f. 	 the client relocates aut of the providers' service 
area. 
In all cases, accept where the client expires, the 

providermust completea ref- process designed to link the 
clientwithappropriateongoing case management and other 
vital services necessary to meet their -needs. The 
provider must refer the client to another eligible
providerifoneexistswithinthegeogrpahicareainwhichthe 
client resides. With the client's consent, a case sumnary
should be prepared for referralto the new provider. A final 
assessment noting disposition and measures of progresstoward 
identified goals should be prepared and placed in the final
record. the local Department:of Social Services &mild be 
notified ofthe case disposition and can assist in referral of 
the client to alternate case manage providers Exit 
planning is a responsibility of the case manager with 
assistance from the members of the case management team. 

the function ofthe case manager is to be an advocate for 
services for the client with particular emphasis on self­
sufficiency in the amunity and avoidance of premature or 
unnecessary institutionalization. 
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an importantcomponentoftherequiredquality 
process for each CEP provider will be supervisory review of 
case managment docmentation care plans and other products 
aswellaspeerrevieworcaseconferencing w i t h  &her case 
managers -fore, for clients receiving case managment
supervisory review of each client care plan by the designated
supervisor or director will be conducted initially a t  
the time of the development of the original service plan and 
every 90 days -. In addition, each agency
participating as a CFp will establish a peer review 
process -all managerswillpresentanddiscuss 
client specific case management plans with ather case managers
in theagencyatleastonceannually Weweare requ i r ing
the supervisory function, we are not a supervisory
role. In this way agencies will have the flexibilityto 
provide supervision w i t h  either in house staff or through an 
cutside omsiltant. 

case managers will alsoberequiredtocaseconference 
w i t h  other agencies regarding specific clients at  90 days
after senrice plan implementation and every 180 days 
-, taking into consideration client consent, the 
client's need for confidentiality and privacy, as well as 
department of Health Regulations on confidentiality. '&is 
would include contactswith discharge planners, case managers
from ather agencies, etc. Supervisory review and case 
conferencing are billable on a direct patient specific basis 
in the community followup Program. Agency conferences that 
are not patient specific are not di rec t ly  billable; however, 
projected costs for these activities may be included in the. .administrative budget submitted by each provider 

13. Limitations 

1. 	 must not be ut i l ized  to restrict the choiceof a case 
managementservicesrecipienttoobtainmedical care or 
services from any provider participating in the Medical 
mistance Program that is qualified to provide such care 
or services and whoundertakes toprovidesuchcareor 
Service(s) including an organization which provides such 
care or services or which arranges for the delivery of 
such care or services on a prepayment basis; 

2. 	 must not duplicate certain case management services 
currently provided underthemedical Assistance program 
orotherfundingsources such as the long term home 
H e a l t h  Care Program, aids Hame Cam programunder 
chapter 622 of the laws of 1988, and the Care a t  Hame 
Program (Katie Beckett We1 waivers). 

. .  
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1. provider qualifications 

provider agencies applying forparticipation in the community
follow upProgram nust met a318 of the following requirements 

(a) 	have 2 years demonstrated experience in the careof the 
clientswith HIV re law illnesses or in providing case 
management or other services to clients withhiv illness 
-1- of eligible agencies w i l l  include: Article 28 
facilities, cumunity Morganizations ( r n ) ,  community
Health- ( r n ) ,  orcommunity serviceprograms (CSPS), 
certified home health Agencies (CHHAS), or 

(b) have 3 years demonstrated vieme in the provision of 
maternal/pediatric .servicesor i n  case management or 
care planning services to  prenatal or post partum women and 
their children or families, or 
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2. 
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A. 

B. 


casemanagementtechniciansmusthaveahighschooldiplomaor 
equivalent or nust be working a high school equivalency
diplam ( r n )  at the time of employment have o m  year of qualified
experience and have received intensive trainingin the case 
management %cia curriculum &vel@by hunter college and 
shall work under the supemision of the case manager. 
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